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Male inpatient veterans with chronic combat-related post-trau-
matic stress disorder (PTSD) participated in trauma focus
group treatment and were assessed immediately before group
participation and after group completion at time of discharge.
Standard measures of core PTSD symptoms, depression, and
anxiety were used. In addition, changes in PTSD symptoms
were tracked on a weekly basis for the duration of group
participation. Results indicated that a single direct elicitation
of war-related traumatic memories in a group setting was not
associated with symptom worsening. However, veterans also
did not show improvement in symptom severity. Possible rea-
sons for this lack of impact are discussed along with implica-
tions for future treatment design and evaluation.

Introduction

S pecialized post-traumatic stress disorder (PTSD) treatment
facilities across the United States have been designed to
serve the estimated 479,000 male Vietnam veterans and 610
female Vietnam theater veterans who continue to suffer from
chronic PTSD,! in addition to veterans from other conflicts.
Many of these treatment programs will implement some version
of a group intervention known as trauma focus group treatment
(TFGT), in which participants describe their traumatic war ex-
periences and associated feelings and thoughts in considerable
detail. Despite the widespread adoption of this potentially cost-
effective approach in both inpatient and outpatient treatment
settings, there is little empirical information available to evalu-
ate its impact. Such data are important because there is con-
cern among some clinicians that, rather than benefiting pa-
tients, TFGT will “open up” strong negative emotions and cause
veterans’ symptoms to worsen. There are some reports of com-
plications resulting from the use of flooding procedures in the
treatment of PTSD,%5 and rates of these complications during
treatment of chronic combat-related PTSD have been estimated
at 25 to 30%.® Consistent with such reports, some researchers
have urged caution in using this approach with veterans and
other PTSD populations, and preliminary guidelines for the se-
lecticn of exposure treatments’ have been outlined.

Guided therapeutic exposure to traumatic memories and
stimuli is a core part of many treatment approaches to PTSD.
Recently formulated treatment guidelines support the use of
cognitive-behavioral exposure methods, placing them among
the best-validated components of PTSD treatment.®® The effi-
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cacy of these methods, in particular, has received strong empir-
ical support in the context of treatment of rape-related
PTSD. 191! The research literature suggests that, for many per-
sons suffering from PTSD, guided exposure may be an impor-
tant component of care at some time in the treatment process. It
is important, therefore, to address the concerns and fears of
clinicians regarding this procedure and to empirically investi-
gate the likelihood of symptom worsening. Currently, cognitive-
behavioral exposure therapies have relatively low utilization
rates in Department of Veterans Affairs specialized outpatient
PTSD services!? and community-based veterans centers. 3 Ther-
apists may be reluctant to use exposure methods for a variety of
reasons, including lack of specialized training, lack of familiarity
with the cognitive-behavioral treatment methods, and fear that
such treatment will increase distress and exacerbate PTSD
symptoms.

With regard to male combat veterans with PTSD, most of the
empirical evidence supporting exposure treatments has been
derived from examinations of individually administered expo-
sure or flooding.'#?! There are few empirical studies of the
effectiveness of group-administered exposure therapy for com-
bat-related PTSD or indeed for other populations suffering from
PTSD. Therefore, at present, most trauma-centered therapeutic
work is being delivered to veterans in a format—group treat-
ment—for which little data are available to indicate outcomes or
address concerns about symptom exacerbation.

Also of concern is the fact that TFGT targeted at combat-
related PTSD differs in important ways from exposure therapy
as delivered in validated cognitive-behavioral treatments. TFGT
includes systematic discussion of premilitary familial experi-
ences and stressors and survivors’ past and current coping
styles; thus, it attempts to provide a developmental perspective
on traumatic events and their impact. This developmental per-
spective is held to be especially useful in helping to restore a
sense of continuity between the pre- and post-trauma self, a
goal that is not characteristic of most cognitive-behavioral treat-
ments. TFGT also does not include systematic attention to treat-
ment components that are central to most cognitive-behavioral
approaches: stress management (e.g., relaxation training) and
cognitive restructuring.?% Perhaps most importantly, although
stressing the importance of exposure to distressing combat-
related memories, TFGT does not provide for repetitive exposure
to personal trauma stimuli, the sine qua non of many cognitive-
behavioral treatments.'® Instead, it relies for effect on a single
comprehensive account of the war traumas, supplemented by
vicarious exposure to the traumatic experiences of other group
members. The effects of such procedural changes are not
known. However, there is some evidence that vicarious exposure
may be less effective than direct exposure.?* From a cognitive-
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behavioral theoretical perspective, the changes noted above may
increase the chances of worsening after treatment because they
reduce the very elements of treatment most likely to contain
negative emotion and reduce arousal: stress management, cog-
nitive restructuring, and repetitive exposure.

The purpose of the current study was to examine the impact
of TFGT on core PTSD symptom reactivity in a treatment-resis-
tant veteran population with chronic combat-related PTSD and
extensive comorbid problems. We examined a naturally occur-
ring series of cohorts of veterans receiving the treatment during
a period of inpatient hospitalization for PTSD. A goal of the study
was to examine rates of symptom “worsening” and to identify
characteristics associated with negative outcomes. Another goal
was to examine patterns of weekly PTSD symptom change dur-
ing the process of treatment group participation to evaluate the
impact of TFGT on acute symptom levels.

Methods

Subjects

Seventy-eight male veteran inpatients in a Department of
Veterans Affairs specialized PTSD program, located at the Na-
tional Center for Post-Traumatic Stress Disorder in Menlo Park,
California, participated in the study. They were consecutive
participants in combat-related trauma-focused groups rou-
tinely offered within the treatment program. All subjects re-
ceived diagnoses of chronic combat-related PTSD at the time of
hospital admission, according to Diagnostic and Statistical
Manual of Mental Disorders, Third Edition, Revised (DSM-1II-R},
criteria.?> Diagnoses were based on structured clinical interviews
using the Clinician-Administered PTSD Scale, version 1 (CAPS-
1).28 Sample demographic data are summarized in Table 1.

All patients had previously completed a brief treatment pro-
gram focusing on mutual support, interpersonal relationships
and social/communication skills, anger management, stress
management, cognitive therapy, and health/medication inter-

TABLE 1

SAMPLE DEMOGRAPHIC DATA DESCRIBING 78 MALE INPATIENT
VETERANS WITH CHRONIC COMBAT-RELATED PTSD RECEIVING
TRAUMA FOCUS GROUP TREATMENT

Demographic Variable Demographic Variable (%)
Ethnicity Marital status

White 75% Married 31%
African American 8% Living with partner 3%
Hispanic 9% Separated 17%
Pacific Islander 2% Divorced 36%
Native American 6% Widowed 1%

Never married 11%

Branch of service Current income

Army 62% $0-10,000 52%

Navy 8% $10,001-20,000 25%

Air Force 2% $20,001-30,000 11%

Marines 28% $30,001-40,000 5%
$40,001-50,000 6%
$50,001+ 1%

Military era

Vietnam War 92%

Korean War 4%

Other 4%
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ventions; discussion and exploration of war-related traunatic
events was explicitly avoided. After completion of that program,
a second treatment phase involved participation in TFGT.

Intervention

The TFGT groups were made up of five to eight veterans, led
by two co-therapists, and met two to three times per week for
approximately 8 weeks. Each session lasted 2 to 3 hours. The
goals of TFGT were to (1) prompt active description by trauma
survivors of their personal traumatic events, with associated
emotional arousal, (2) help patients identify distressing atti-
tudes and interpretations of the events and their aftermath, (3)
help them identify ways in which their pre-trauma identity and
coping styles interacted with war experiences to influence their
reactions to trauma, (4) promote adaptive change in trauma
interpretations and coping responses, and (5) teach more effec-
tive self-management of PTSD symptoms. In week 1, members
were provided with a rationale for TFGT participation, and they
shared military histories, learned group ground rules, and
viewed a film about Vietnam. In the following “exposure” weeks,
each member in turn was allocated approximately 6 hours dur-
ing which he described aspects of childhood development, mil-
itary training experiences, war tour of duty, and combat-related
traumatic events. In the final “wrap-up” week, group members
were asked to identify what they had learned from the group
experience.

Instruments

Combat Exposure Scale (CES)

The CES is composed of seven weighted, Likert scale iters
that quantify the extent of exposure to combat-related life
threat, devastation, death, and dying. It is widely used and has
shown excellent internal stability and test-retest reliability.?”

CAPS-1

The CAPS-1 is a 30-item structured interview for assessing
the frequency and severity of PTSD and related symptoms.?® The
interview allows for both dichotomous {PTSD vs. non-PTSD) and
continuous measurement of PTSD status. Studies of the psy-
chometric properties of the CAPS-1 have shown that it pos-
sesses excellent specificity and sensitivity.282°

Los Angeles Symptom Checklist (LASC)

The LASC is composed of 43 items measuring a broad range of
anxiety symptoms, including PTSD symptoms as defined in
DSM-III-R. All three PTSD symptom clusters described in the
DSM-III-R (and their constituent symptoms) are represented in
the LASC. The instrument has been shown to possess good
internal consistency and test-retest reliability and to demon-
strate acceptable levels of convergent validity.3

Mississippi Scale for PTSD (MISS)

The MISS is a widely used 35-item measure of combat-related
PTSD severity.3! It uses a five-point Likert scale, and the total
scores may range from 35 to 175. The scale has well-established
psychometric characteristics with internal consistency « coeffi-
cients >0.90 and test-retest reliability of 0.97,3! as well as good
evidence of convergent validity.3? Recent factor analysis has
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TABLE I

COMPARISONS BETWEEN SCORES OBTAINED BEFORE AND AFTER
TRAUMA FOCUS GROUP TREATMENT

Pre-TFGT Post-TFGT

Measure Mean SD Mean SD
LASC total 82.0 25.6 72.5 28.7
LASC PTSD 40.5 11.7 36.0 12.6
LASC B 7.1 2.9 7.2 3.2
LASC C 15.6 5.0 12.8 5.6
LASC D 17.7 5.6 16.0 5.7
BAI 26.6 13.5 26.2 14.9
BDI 26.0 10.0 23.7 13.0
MISS 125.3 21.3 123.5 22.1

n = 78 for time 1; n = 58 for time 2.

identified four factors with items corresponding to reexperienc-
ing, numbing, arousal, and self-persecution.®

Beck Depression Inventory (BDI)

The BDI is a 21-item inventory that measures depressed
mood and vegetative symptoms of depression; total score ranges
from O to 63.3 It has a split-half reliability coefficient of 0.93;
correlatiagns with clinician ratings of depression range from 0.62
to 0.75.

Beck Anxiety Inventory (BAI)

Like the BDI, the BAI is a 21-item scale whose total score
ranges from 0 to 63.% This scale was designed to assess for
clinically significant anxiety symptoms. Studies indicate that it
has good internal consistency, test-retest reliability, and con-
vergent and discriminant validity.36-37

Procedure

Subjects were assessed immediately before TFGT participa-
tion (pre-focus), and at 7 to 14 days after TFGT completion
{post-focus). Instruments administered at both times included
the CAPS-1, LASC, MISS, BDI, and BAI The CES was adminis-
tered at pre-focus only. In addition, subjects completed LASC
questionnaires on a weekly basis for the duration of group par-
ticipation. ’

Results

Changes

Table II presents descriptive statistics for all psychometric
instruments and comparisons between scores obtained before

PTSD Symptoms

and after TFGT. Results indicate that there were no significant
changes in levels of PTSD, anxiety, or depression symptoms
from before treatment to after treatment.

Weekly LASC Assessments during TFGT

The LASC was administered weekly during TFGT. t tests in-
dicated no significant differences between symptom levels dur-
ing week 1 and levels recorded during the week after individual
exposure to personal trauma material (Table III).

In a final analysis, weekly LASC data were examined to deter-
mine what percentage of individual subjects showed either im-
provement or worsening in their PTSD severity scores. Yarnold®
describes a statistical procedure derived from classical test the-
ory that allows empirical testing of repeated-measures data for
single subjects. This procedure has been used previously in two
studies related to PTSD.3 It involves converting an individual's
raw data into ipsative z scores and estimating a test-retest
reliability coefficient autocorrelation function (i.e., the correla-
tion between all sequential pairs of scores for an individual}.
Finally, a critical difference score is calculated and compared
with the difference among z scores for desired comparisons.
Difference scores that exceed the critical difference are deemed
significant at either the 0.05 or 0.01 level. This analysis was
applied to data from each of the 25 subjects for whom weekly
analyzable data were available. For each individual, data from
week 1, the week after the individual's trauma exposure session,
and the final session were compared using this technique. Re-
sults of this analysis indicate that when LASC scores after the
first session were compared with scores after the focus group
session, no patients showed significant worsening, 2 showed
significant improvement, and 23 showed no change in scores.
When first session scores were compared with those obtained
after the last group session, no patients showed significantly
worse scores, 4 demonstrated significant improvement, and 21
showed no change.

Discussion

Results of our investigation into the effects of TFGT indicate
that few patients show a worsening of PTSD symptoms as a
result of participation in this treatment. Mean levels of PTSD
symptoms did not show significant change from before to after
treatment, and symptom levels during the week after individual
exposure to traumatic memories were not significantly different
from levels during the initial week of group participation. These
findings suggest that, for most veterans, TFGT is not associated
with an “opening up” of memories that increases the severity of
PTSD symptoms.

TABLE I
MEAN LASC SYMPTOM LEVELS DURING 7 WEEKS OF TRAUMA FOCUS GROUP TREATMENT

Session LASC Total LASC PTSD LASC B LASCC LASC D

1 82.6 (24.3) 41.7 (10.5) 8.0(2.7) 15.4 (4.7) 18.3 (4.6)
2 82.6 (23.3) 42.0 (9.9) 7.5 (2.6) 15.5 (4.5) 18.9 (4.2)
3 81.8 (24.2) 41.9 (10.3) 7.6(2.7) 15.6 {4.5) 18.5 (4.3)
4 83.8(19.7) 43.0 (8.6) 8.0(2.3 15.8 (4.1) 19.0 (4.3)
5 80.2 (22.8) 41.3(9.7) 7.6(2.6) 15.6 (4.2) 18.2 (4.6)
6 81.6 (20.9) 40.9 (8.4) 8.0(2.6) 15.3 4.1) 17.5 (3.6)
7 87.5(19.4) 42.1 (7.6) 7.3(2.6) 15.8 (3.6} 18.9 (3.5)
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However, although levels of PTSD symptoms are not worsened
as a result of this treatment, they are also not improved. It
seems possible that some changes are being affected by partic-
ipation that are not being adequately assessed by traditional
symptom-focused outcome measures. Our patients are able to
complete treatment under conditions of greatly heightened ex-
posure to trauma cues, which in the natural environment would
have precipitated symptom worsening, extreme efforts at avoid-
ance, or social withdrawal and isolation. It will be useful in
future investigations of trauma-focused treatment to include
measurement of nonsymptom outcomes that are nonetheless
clinically significant, such as the ability to tolerate symptoms
and the level of interpersonal support seeking and trust. The
possibility of benefits of this treatment is also suggested by the
finding that when Vietnam veterans with chronic PTSD were
asked to indicate, at the time of discharge, their preferences for
and judgments of the efficacy of a variety of treatment elements
found in a comprehensive inpatient treatment program, they
rated treatment components that were high in Vietnam content
as most effective.4?

Given the chronicity of PTSD in this population, it is not
surprising that our findings suggest that TFGT interventions as
currently applied are having a minimal impact on PTSD, anxi-
ety, and depression, as measured during inpatient hospitaliza-
tion. A failure to improve PTSD symptomatology in Vietnam
veterans with PTSD after comprehensive treatment has been
reported by other investigators.*# Hyer et al.*> have described
this group in terms of a “chronic traumatic personality” for
whom “comorbidity, downward mobility, and long-term care are
modal, necessitating a ratcheting down of care goals.” Based on
difficulties in changing chronic symptoms, some have specu-
lated that treatment should avoid evoking traumatic memories
in this population* and that methods involving abreaction may
no longer be the most effective interventions.*

How do these reports of a lack of PTSD symptom improvement
in comprehensive programs and in the present study relate to
the consistently positive findings reported by studies of behavior
therapy exposure methods?¥’ As Rogers* noted, the methods of
exposure used in most comprehensive programs apparently do
not involve the kind of prolonged, repetitive, targeted, system-
atic review of traumatic experiences that takes place in direct
exposure treatments. They also do not include other potentially
important treatment elements often included in exposure treat-
ment packages, such as stress management and cognitive re-
structuring. Thus, two competing hypotheses may account for
negative findings regarding the impact of TFGT. Exposure treat-
ment may be relatively less effective with the chronic combat-
related veteran population, or failures to implement exposure in
a manner consistent with previous cognitive-behavioral treat-
ment research may limit the impact of trauma work in some
settings.

Further research is necessary to determine if delivery of ex-
posure-based treatments that are consistent with models used
in past research will improve outcomes for veterans with chronic
combat-related PTSD. More research is also necessary to deter-
mine factors that influence treatment provider selection of treat-
ment methods, including treatment provider perceptions of
trauma-focused treatment methods and the effectiveness of
training in modifying perceptions and treatment practices. The
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current study suggests that one key provider perception, that
trauma-focused treatment will exacerbate PTSD symptoms,
may be unwarranted for most veterans.
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